was somewhat curious. He clearly considered it an intergral part of his psychosexual theory, but he never gave it the systematic theoretical consideration it deserved. This may have been due to two facts -that latency cannot be reconstructed to any significant extent in psychoanalytic treatment and, second, that he himself had little opportunity to observe latency children at close quarters, apart from his own. This made him only too aware of the tentative nature of his exposition as is evident from this remark: "We must not deceive ourselves as to the hypothetical nature and insufficient Clarity of our knowledge concerning the processes of the infantile period of latency or deferment. " (8) Ferenczi, who loved playing with ideas, went somewhat overboard in suggesting that latency was an evolutionary by-product of the glacial period. According to him, before the Ice Age, man's psychic development continued to unfold under the stimulus of constant external danger. When the environment became inert, psychic development went fallow. Since ontogeny repeated phylogeny, latency became the "glacial period" of child development. (5) Freud, who found it difficult to resist the bold speculation, took this seriously and incorporated the idea into one of his books (9, 10) .
In 1951, Bomstein subdivided the period into two phasesj (early and late) and this has received fairly general acceptance in the analytic literature (Table 1) . 199 Can. Psychiatr. Assoc. J. Vol. 21 (1976) The Evolution of the Latency Concept On the 30th of May, 1896, in a letter to Fliess (7) , Freud spoke of "some tormenting reflections" on the etiology of the psychoneuroses. The letter was remarkable for two reasons: it represented his first attempt at applying a stage theory to human development, and it included the first indirect reference to latency -a term later suggested to him by Fliess. In the line of development proposed, four stages were recognized, punctuated by 'pauses' between 8 to 10 and 13 to 17 years. He described the latter as ' 'transitional periods" during which repression usually took place. The quiescence was needed to enable the individual to adjust to the "sexual scenes" that took place, according to the information supplied him by his patients, during the three stages of childhood. The first pause coincided in time with what today is termed the second phase of latency; .' the second occurred during the adolescent "psychosocial moratorium" described by Erikson when there is certainly no question of a psychosexual latency .
Freud's attitude to the concept of latency Bomstein (2) called attention to the transition from the acute "emergency" state of early latency to the more chronic and stabilized condition of the second phase. The transition represented an intermediate stage of superego development during which the attempt to internalize criticism from the outside led only to "identification with the aggressor" and the projection of guilt, both mechanisms intensifying inner and outer conflicts. The problem of the two latencies is therefore, to a large extent, a problem of internalization.
Sarnoff has elaborated further on the Bomstein phases in terms of projected manifest fantasies containing unconscious elements in symbolized form (17) . According to him, latency could be defined as the period when a special organization of ego functions was established, allowing the child to channel drive energies away from primary objects. Gratification was derived from the manifest fantasy. During the earlier phase, this was characteristically monstrous and amorphous, serving a mainly defensive function in relation to emotional stress. In the second phase, the fantasy showed an increasing relationship to reality, and served less as a means for drive discharge and more as a preparation for future reality-based activity. Throughout latency, conflicts were played out in thought rather than in action.
From the analytic viewpoint, therefore, latency was a profound necessity. It offered the child relief from his sexual drives when no genital gratification was possible; it mitigated his oedipal feelings so that he could live in peace with people who loved him (17) ; it enabled him to learn the complicated skills of his society; and it permitted him to develop a stable identity in relation to others. The battle, nevertheless, was unceasing and the phenomenology of the latency period clearly revealed the underlying pressures.
The fact that latency children in many primitive societies, as described by Malinowski (15) and Henry (14) , spend a lot of time in sexual play under the permissive aegis of the elders does not of itself negate the concept of sexual latency. The main tenet of the psychoanalytic theory postulates that it is the sexual feeling for the parent of the opposite sex which is universally latent. In more civilized societies, various kinds of sublimations take the place of erotic experimentation, the most important being the sharpening of epistemological interest.
Two important fantasied offshoots of the Oedipus complex make their appearance in latency: the "beating fantasy" having its origin in the girl's incestuous attachment to the father or the boy's feminine attitude toward him and the "family romance", representing a stage in the estrangement of the child from his parents. When the latency child leams the facts about procreation, the "family romance" often undergoes a "peculiar curtailment" in which the father becomes an exalted stranger while the mother remains her usual self (11, 12) .
On the psychosocial level, latency is more apparent. According to Erikson (4) the essential "wisdom of the ground plan" ensures that the child reaches latency, following the expansive period of the preschool years, more than ready to get down to work and perform well. He becomes a manufacturer, a producer and a tool user, occupying himself industriously with the job at hand and persevering until it is done. The formula expressing the latency ethic is: "I am what I can learn to make work". Therefore, the typical negative reaction of latency is a sense of inferiority with underachievement.
Non-Analytic Contributions to the Concept of Latency
Non-analytic psychologists seem equally aware of a quiescent period during these years of middle childhood but they rarely make reference to the underlying conflicts inferred by analysts.
Gesell (13) , in describing early latency, refers to the child's self as the centre of its universe -expansive, undiscriminating and self-willed; demanding to be first, to be best loved, to be praised and to win. Under less satisfactory conditions, this same self withdraws into 'another world', becoming self-conscious about the body and sensitive about its competence. Shame is the central affect that further undermines confidence.
During the second phase the child seems gradually 'to change for the better'; to become more outgoing, more socially oriented, and more involved in peer relationships. By comparison he is also more independent, reliable, self-sufficient, responsible and busy, perpetually engaged in activities of all sorts. He is not only in the process of becoming a 'worker' but may even begin to prefer work to play. He is increasingly self-aware of what he does, what he is, what he can do and what he cannot do.
One of the most striking developments is in the sphere of psychocognition. Within a period of six years, intuitive thinking gives place to concrete operational thinking, and then to abstract thinking. Egocentrism is on the wane throughout the period. Solitary symbolic play gradually, disappears, to be replaced by team games, and the child can share more of his thoughts with others. His total concept of the world begins to approach that of the adult.
Reversibility of thought is the crucial cognitive achievement of this era and characteristic of operational modes of thinking. During the first phase his thought becomes less amorphous and syncretic and more precise and differentiated. He no longer reasons solely by transduction and juxtaposition. He no longer talks as if he is disinterested in communication. He no longer feels that the inanimate world is dynamically alive. During the second phase, he makes use of a large number of mental transformations (groupings) that help him to deal with classifications, serializations, conservations, inclusions and problems of time, space, movement and causality, all of which enable him to master his external environment and to distract attention from his internal conflict (16) .
During this period, still according to Piaget (16) , he passes from an external type of morality, based on constraint and unilateral respect, to an internal type of morality involving cooperation, reciprocity and mutual respect. The growth of autonomy is apparent not only in his moral judgments and discussions but also in his everyday problem solving and self-care.
Therapy with the Latency Child "The Two Latencies ofChildhood
As Bornstein has described (2), and as the therapist experiences, there are two latencies of childhood -the first period ranging from 5 to 7 years, and the second from 8 to 10 years. The characteristics of these two periods are summarized in Table  I .
The first phase can be summed up as being more fluid than the firmer second phase, and more crisis oriented. Bornstein uses the term "emergency" to describe its emotional climate. Therapeutic develop-ments tend to be kaleidoscopic, the child being so near the oedipal resolution that relapses into conflict are frequent and unpredictable.
By contrast, during the second phase the therapist constantly senses the defensiveness of the child, his outer-directedness, his concentration on the actual and his therapeutic confinement within a narrow temporal field. The patient appears almost determinedly non-introspective and even if one is prepared to overlook this as a developmental trait, the therapist may feel himself disarmed by the infrequency of dreams and fantasies and by the not infrequent presence of concreteness, literalness, obsessiveness, and rigidity. The child often talks in stereotypes. Only when the therapist works in the here-and-now, from the factual and from the outside, does an alliance become possible, and even then any shift to the abstract and imaginative may at once lead to a hurried flight to the commonplace. The patient maps out his everyday latency world with meticulous detail and is clearly more comfortable reporting on activities than on feelings.
The predicament of the young patient at this stage of life must be understood if an empathic relationship is to be found with him. The child's developmental task is to learn about the world he inhabits and to find a place for himself in it as a competent and contributing member. His "hidden agenda" is to ward off the recently renounced oedipal wishes and autoerotic temptations, and to keep the lid on this "caldron of unholy loves" (as St. Augustine once phrased it) by the powerful mechanisms of repression, regression, reaction-formation and sublimation. The reactivation of latency memories in the therapist is not too helpful in furthering empathy since they are often idealized and distorted by the adult perspective. The child is remembered as 'pure ego' with hardly a hint of the instinctual. A strong anticathexis stands at either end of latency to safeguard the development of the ego and its newly acquired functions. In this sense, latency is the 'territorial imperative' of the ego and all marauding drives are kept strictly out, with the help of the superego. As usual, the therapist takes no sides but adopts his habitually neutral position 'equidistant' between the ego, and the superego, the id and the world outside.
General Problems of Treatment during Latency
The affective and cognitive difficulties which arise with latency patients are 'phase-specific' in the sense that they relate to the particular limitations of a developmental stage. The first is the difficulty of getting this type of well-defended child to lower his defences and allow his instinctual life to invade whatever territory the ego has been able to carve out for itself. The second has to do with finding ways in which to substitute for the child's non-reflectiveness and inability to associate freely.
According to Piaget, the latency child, conducts his thinking around "things". He rarely thinks about his own thoughts and rarely follows them systematically. He tends to make causal connections only on a physical plane. There is, of course, an emotional component to this cognitive problem. Free association, except when conducted in a humorous vein, is nearly always experienced as a threat to the new ego organization. Having put the pleasure principle behind him and having learned not to confuse reality with fantasy, he is reluctant to surrender his hard-won cognitive controls, especially when he is still struggling to keep his thoughts sequential, logical and free from emotional contaminants. The therapist must bear in mind that the latency child needs to save both his face and his ego. He cannot be asked to do anything regressive except in the service of playfulness. The world of play and the world of games represent two nonthreatening arenas where therapist and latency child can meet. In the first phase the meeting ground is play, and in the second the treatment couple can come together under the cover of the game. These represent two technical approaches eminently suited to the specific needs of the period.
The Position of the Therapist vis-a-vis the Latency Patient.
The experienced therapist is sensitive to phase-specific requirements and rarely pushes the patient beyond his developmental limitations. The position he assumes with his patient is optimal in terms of physical and psychological distance, both with regard to observation and to therapy. For optimal observation he strategically places himself overlooking the developmental continuum so that he can move empathically up and down the scale in response to progressions and regressions as they occur.
It is important to 'stay' with the patient as he moves. His second observational post, "equidistant from the id, ego, and the superego" (6) disposes him to maintain his attitude of "benign neutrality" irrespective of the source of the material. The third position permits him to keep an open eye on the predicaments of time and place that make up the child's human condition. He cannot insulate himself and the therapeutic environment from the world outside without exposing himself to misunderstanding the intrapsychic milieu. In latency, the internal and external are continually interacting. Finally, he must be able to relate the ego he is treating to the social prototypes of the day and to the pool of images, both good and evil, brought together in any historical era and reflecting, with infinite variety, the illusive nature of historical change (3) .
Physically, the author has taken up a therapeutic and observational position described as 'sessile'. He stays put, whatever happens. The reason for doing so, in spite of the psychomotor activity characteristic of this period, is to provide a fixed point within the therapeutic environment by which to judge the interrelations between physical and psychological movement and distance. As the patient gradually conceives of the therapist as a fixture, interpretations can be made, as in the adult situation, without the additional and disturbing accompaniment of movement. This means, that the therapist is not an active, mobile participant in the play and games generated in therapy but, through the subtle use of interpretation, he is often able to convey the illusion of total participation. This factor also limits the type of games which can be used since those involving a protagonist are disqualified. What happens in practice, therefore, is that only games constructed under internal pressure by the patients are employed.
The therapist is not only sessile but protean; he is able to change his therapeutic image flexibly according to the demands of the treatment. For example, he may at different times be a real person -a medical doctor, a 'shrink', a treasured possession, a transference figure, a friend, a play-mate, or an anaclitic object. With the younger child, he is mostly engaged in fantasy roles, whereas in the second phase his real qualities impinge constantly on the situation. The patient has his own idiosyncratic impact on the therapeutic environment. He helps to determine the 'position' of the therapist at different stages and the roles adopted. However, for most experienced therapists the overall 'therapeutic style' tends to remain fairly constant from patient to patient and from phase to phase.
Therapy During the First Phase ofLatency
For the child in the first period of latency, the therapeutic environment provides a series of graded spaces represented in Figure 1 by a series of concentric squares, the inmost square dealing with play centering on the child's own body (autosphere); the next, with play relating directly to the therapist's body (the symbiotic sphere); the third, with play focusing on small manageable toys (microsphere); the fourth, with distant transactions expressed in drama and activity (macrosphere); and lastly, an overall sphere (the transference sphere) embracing each of the others in different amounts at different times (Figure 1 ). The child's mobility carries him in and out of the different spheres depending on several different factors. For example, transference anxieties may lead to movement away from the therapist into the autosphere or microsphere; dangerous thoughts and feelings stimulated by objects in the microsphere may bring about "play disruption" and a movement back to the therapist or to the FIGURE I Transference anxieties leading to regression to microsphere.
Anxieties aroused by free play leading to play disruption and regression to microsphere or autosphere.
Anxiety aroused by body contacts and body curiosities relating to therapist with regression to autosphere or microsphere.
AUTOSPHERE Play centering on the child's body with exploration and repetition of sensori-motor experiences.
Play that centres on therapist's body with exploration of its surfaces and sizes.
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Play that centres on small manageable objects -the MICROSPHERE -seducing child to expression of dangerous thoughts and feelings.
Play that.centres on relationship with therapist -the MACROSPHERE -with role playing games.
comparative safety of the macrosphere. Every area within the therapeutic environment comes in time to have its own attractions and dangers and may keep the child on the move. Countertransference factors, such as a reluctance to deal with problems of closeness may sometimes glue a child to the macrosphere; problems over control may find the child frenetically on the move; whilst feelings of being excluded from the child's microsphere may compel him to become overactive and interfering, driving the patient further into his haven of symbolism. Even heavily disguised aggressive or seductive expression on the therapist's part, particularly when accompanied by his actual movement, can mobilize excessive anxiety and send the patient scurrying out of the therapeutic environment altogether. Some children may react to a premature transference interpretation in much the same way, although generally increase in anxiety results in increased movement 'between spheres'. The second set of movements the therapist can observe takes place between media of expression. Critical shifts, relating to process and content, may lead the child successively from water play to drawing, to clay, to relating a dream, to playing with family figures, to acting a fantasy, or to cutting out pictures. The movements between media can sometimes be understood as the child's 'free association'. For example, the child may bring a dream and characteristically offer no associations. However, if he is followed through the different media, associations can be picked up on the way, expressed sometimes in words and sometimes entirely through action.
Another striking feature in the treatment of the early latency child is seen in the spontaneous positive and negative cycles of feeling that mark his progression through a session. Because of the as yet inadequate defence structure, the archaic strictness of the superego, the heightened ambivalence and the proclivity toward two main types of defence (identification with the aggressor and the projection of guilt) the flow of affect is much more visible as it runs its gamut from the strongly positive to the strongly negative. This 'intermediate stage of superego development' can sometimes be discerned in its genesis.
In the positive cycle, erotic feelings toward the therapist may be followed almost immediately by a reversal of affect, the emergence of anger and the development of a negative cycle, or by a sudden surge of anxiety amounting almost to panic and a fear of seduction or sexual attack.
Positive Cycle
Affectionate erotic affect~Reversal of affect-e-Into negative Cycle 1 Within trtnsference I Anxiety, panic ---,'> Fear of seduction and sexual attack The negative cycle is even more 'visible' since an attack on the therapist, either verbal or physical, provokes in quick succession guilt, a fear of retaliation, and a wish to make reparation that may lead either into a positive cycle or into a projection of guilt and further aggression.
Negative Cycle
Aggression~Reparation ---,'> Into positive cycle i 1 Within, transference Guilt ---,'> Fear of retaliation A brief vignette will highlight the above.
Illustration 1
The patient is a small boy almost six years old in his tenth session of therapy. He is very disturbed, resentful and antagonistic towards the therapist. His father has recently been admitted to the hospital with tuberculosis and he is left at home with his mother whose main preoccupation in life seems to be with toilet training. come near me. " After a while he squats down on the floor and starts to rock. (I say: "Poor Billy, you're feeling sad and lonely and yet your are afraid to come near and be close to me.' ') At this he gets up furiously and charges down on me, pummelling me with his fists wildly. 1 hold him so he doesn't hurt me or himself and 1 tell him that it will help him if he talks to me and tells me what makes him feel so bad. He relaxes against me and begins to whimper saying: "Please don't hurt me. Don't send me to prison. Don't send me to the madhouse. That's where mom says you'll send me." (l feel a wave of sympathy sweep over me and 1say: "Poor old Billy, it's tough to feel mad at people and then frightened at what they'll do to you. 1 want to help you to get over this.' ') He stays at my side for awhile and then goes over to the table and comes back with a sheet of paper and proceeds to prod me saying: "Where did 1 hurt you. Let me see, 1 am a doctor. I'll help you to get over this." He puts the paper bandage in place, adding: "If you get out of bed before you're ready to come home, I'll crack you one in the jaw. "
Noticeable in this vignette, is the abundant aggression, the negative outcome to most cycles of affect, the rapid movement between spheres and media, the 'play disruption' the portrayal of a sadistic relationship between the parents, and the strong wish to make reparation. Much in evidence also are the countertransference feelings he evokes in the therapist, who is very aware of the hopelessness engendered in the little boy by his appalling human circumstances. The abreactive quality of the session is also apparent. The therapist is clearly concerned with the making and maintenance of a viable therapeutic alliance. It became sufficiently resilient to withstand the rigors of a long and stormy treatment.
Therapy During the Second Phase of Latency
During this phase, treatment sobers down considerably. The therapist experiences the patient as different and this is even more so when there is a transition from first to second phase during the course of treatment. The changes may be striking. Affects become less urgent and less spontaneous and the cycles are more difficult to discern since defences intervene and drive parts of them underground. The rejection of 'toys' together with the waning symbolism reduces the microsphere to insignificance. The patient is far less mobile and, like the therapist, may become 'sessile'. Movements between media still occur but occupational persistence is more evident. The child often seems to think twice before speaking and to qualify what he says. The sessions are on the whole quieter, smoother, less exciting, and less memorable. The therapist may find difficulty recalling the details. The defences are very much to the forefront and their analysis is complicated and time consuming. An overall impression of tedious obsessiveness may pervade the therapeutic environment and invite clockwatching.
The most salient feature is the substitution of words for action although some overactive children may still prefer getting around. Communications are more rational except during moments of regression and projection when the child seems to go 'mad' and the infantile core of his disturbance becomes manifest. The slower tempo gives the therapist time to think and time to consider his course of action. As the patient becomes less spontaneous he becomes more deliberate. His interventions are less 'reactive' .
The contest is now often replete with interconnecting themes. As play disappears playfulness (an amalgam of teasing and testing) may become prominent. The patient approaches his nuclear conflicts through the venue of made-up games conducted with a great deal of mock seriousness. There may be a succession of such games, each approaching concentrically, to the essential nucleus of disturbance. The therapist continues to sit and yet, at the same time, to participate actively through his verbal interventions.
The aim of this approach is to bring to light the central unconscious fantasy underlying the child's dreams, drama, acting-out, masturbation, and symptoms. The work of discovering, delineating, and dissecting the nuclear fantasy has the advantage of provid-ing a scarlet thread of continuity through the many intricate themes that come and go in different guises during the course of a long treatment. The germ of the nuclear fantasy may declare itself in the presenting symptom, in the first dream, in the first play theme, or in the first game. The defences at this time of latency may be so many, massive and monolithic that the selfgenerated games as a phase-specific developmental offering must be seized upon gratefully by the therapist and used in the service of treatment.
The following vignette exemplifies the changes in the latency child and the consequent changes in the therapeutic approach.
Illustration 2
The patient is a nine-year-old boy who was originally referred for persistent accident-proneness as a consequence of which he had broken many bones and several times almost killed himself. The session is toward the end of his second year in therapy.
He comes in, not at all anxious. He wipes the door-handle carefully. "Mustn't leave finger-prints." (The therapist smiles and says: "Seems you are about to commit a crime.") He answers with mock seriousness: "I'm about to murder you. For a long time I've plotted your death." He waves his hands theatrically. "You stand between me and the treasure." (He frequently daydreams of finding buried treasure and becoming instantly rich.) (The therapist says: "You see me as standing between you and what you want most in the world.") He says: "That's right. The only question is how to do it without making a mess. I don't want your blood on my hands." He pretends to be deep in thought. "But if I could stage an accident, no one would suspect." (The therapist says: "You want me to have an accident so that no will suspect you of killing me?") "That's it in a nutshell. If you just fell off your chair!" (The therapist continues: "You want me to have an accident the way that you have accidents.") He looks irritated. "Just don't make it personal, old man. I don't really mean you. You're just a pawn in my game. Look, are you going to play or are you going to be a crummy shrink?" (The therapist says: "I'll try to be what you want me to be as long as it helps you.") "Well, I want you to be a crummy corpse and that helps me a lot. " (The therapist says: "Don't you think you'll find me more useful alive than dead?") There is a silence for a while and then he says: "The funny thing . . . that reminds me. I had a dream about you last night. I dreamt you were going home after work to your wife -I hope you have got a wife -and you were crossing the road and then a bus came along and you were knocked over. The surgeons did a good job on you but you couldn't see or hear too well after that. Poor old Doc! I do give you a hard time in my mind. Isn't it funny? I get knocked over by a bus and in my dream you have the accident! It's like I give you my problems." (The therapist says: "Perhaps it's hard for you to be angry with me in real life so you have to hurt me in your dreams.") He smiles reassuringly. "It's a good thing it's not real in here or else I might come in with a gun and stick it in your ribs and say 'Your money or your wife, I mean your life.') (The therapist says: "Say, that's a funny slip. Is that what you're really after?") He makes a face. "I don't want your stupid old wife but I do want your money. If I took your wife, you'd come after me with a gun and shoot me up." (The therapist says: "So you are frightened that I might attack you sometimes. Perhaps that's why you joke about it so much.") He looks surprised. "You know, Doc, it's a funny thing, I like you and all that, and yet sometimes you make me shake in my shoes. You put God's fear in me. Sometimes I hate coming because I'm afraid. I think you're going to punish me for something but I don't know what it is." (The therapist says: "Is that why you started the murder game today?") "I'm a nut! I try to frighten you because I'm scared of you." He looks worried. "Is it time to go?" (The therapist says: "Do you want the game to be over now?") You spoil all our games. It's no good playing with you because it always ends the same way. I end up feeling bad and you end up feeling good,. but I want it the other way around. Why can't we play with you sometimes ending up the bad guy?" (The therapist says: "Well it's your game and you can do what you like with it.") "Yes, it's my game right enought when I start it but it never seems to end the way I want it to." At this point, the patient devises a new game in which he climbs to the top of the wall and jumps onto a couch. He calls it "frightening the doctor Vol. 21, No.4 game". He says: "I like watching your face when I jump. You look just as scared as my mother when I'm crossing the road." A little later he starts the cowboy game and asks the therapist to shoot him so that he could show him how well he could die. (The therapist says: "Now you want me to kill you but a little while ago you wanted to kill me.") He looked irritated. "You never do anything for me. You just sit there and do nothing and expect me to die all by myself. I guess I'll just have to kill myself." He does this very realistically and with much "agony". His last words are: "You'll be sorry for what you've done to me". In his next game he is in the middle of a naval battle. The couch becomes the battleship and he himself is the British Admiral Nelson. After a lot of noisy shooting, he puts a roll of paper to his eye (Nelson's blind eye) and says: "They are asking me to surrender but it won't work." He turns to the therapist triumphantly: "See I have a blind eye and it doesn't see at all." (The therapist says: "I see. So that's what you've been trying to tell me. That you know your dad's secret, that he only has one eye and that you feel very bad about it.") He looks very startled, and then says slowly: "Please don't tell him that I know. He'll be very angry." (The therapist says: "It must be tough to have two eyes when your dad has only one. That might make any boy feel very nervous. He might wonder what's going to happen to him.") "It does make me nervous, so please don't tell him." (The therapist says: "You know that nothing we say to each other goes further than these walls. Everything is just between you and me.") The session is ending and he is busy tidying up the mess. He looks up after a while and remarks: ''I'm glad you found out, Doc. It makes me feel better. I felt that I was keeping a secret from you and that made me feel bad. I really like you, you know. I know you sometimes worry because you think I might have another accident, but you needn't worry. I won't. So long!" When his father was a young man he had fallen off a ladder and lost the sight of one eye. He remained acutely self conscious about it, never making any reference to it, and did not even mention it to his wife before their marriage, and it was never brought up in the family. When I talked to the father about it during our first interview, he immediately became extremely anxious and reiterated that "no one else in the world knows about it. "
The vignette demonstrates the 'concentric' way in which the child at this stage approaches the crucial oedipal anxieties connected with aggression and counteraggression. The patient eventually brought out the fears that his angry thoughts about his father would, in some omnipotent way, lead to his being injured or killed. He felt "terrible" that his father had been hurt so badly and he wanted him never to be hurt again at all. ''I'd much rather I get hurt than he get hurt, because if he died we'd all starve because we'd have no money. My mother has to look after us both so that we don't have accidents and hurt ourselves and die. "
The 'gamesmanship' of the latency child is very apparent. He tries to remain 'one-up' on the therapist but transference considerations make this difficult to maintain and he is constantly having to reverse his intentions. Yet the playfulness allows him to deal with serious matters very effectively.
On reading the second vignette, an earlier assertion that the latency child of the second phase could be very tedious and boring in treatment might well be questioned. It should be remembered, before succumbing to any "ideal of latency, " that this was the 120th session and there had been long periods of stagnation when the patient seemed all defence and the therapist half asleep. There had been periods of what Glover refers to as "the doldrums" with not a breath of therapeutic air about. In this particular session there was an unexpected break-through in treatment and the patient himself felt caught up in it. As he moved forward he illustrated vividly the characteristic playfulness of the late latency child, the use he makes of treatment-generated games and the concentric approach to the nuclear fantasy.
